Objective: Social relationship coping efficacy (SRCE) is the confidence to engage in behaviors that can maintain or enhance close social relationships in the context of illness. This study focused on psychometric analyses of the SRCE scale and its role in maintaining or enhancing personal relationships, social support, and quality of life (QOL).
| INTRODUCTION
The general evidence on social support and positive personal relationships has reinforced their role in contributing to the well-being and quality of life (QOL) of cancer patients and survivors. [1] [2] [3] [4] [5] Social support and supportive close relationships have also been linked to positive outcomes such as posttraumatic growth, which can help sustain adjustment during cancer treatment and into survivorship. 6, 7 Alternatively, lack of social support can have negative effects [8] [9] [10] in terms of increased cancer recurrence and mortality, and decreased QOL. 11 Thus, in the course of serious illness, loss of social support and strain on close relationships may occur due to physical limitations and stress. 12 This process can lead to "social separation," 13 social isolation, 14 and relationship strain, which may further reduce social support and well-being.
In addition to the negative effects of loss of or deficits in social support in personal relationships, there is some research on the detrimental effects of too much support when it is not needed. 15 Based on optimal matching theory, 16 recent evidence 17, 18 suggests that the positive effects of social support can be jeopardized when the provision of support does not match its need. Thus, optimal matching is needed to facilitate positive outcomes. This approach to optimizing social support and supportive close relationships assumes that support is provided in the context of a dynamic relationship in which the provider of support must assess the need and modulate the provision of support accordingly. 19 This study presents a complementary process, social relationship coping efficacy (SRCE), which represents the confidence that persons with cancer have in their ability to engage in behaviors that foster maintenance or enhancement of personal social relationships and social support. It is grounded in social learning theory, most notably self-regulation and self-efficacy theories. [20] [21] [22] SRCE may be the mechanism that cancer patients use to balance the need and provision of support. Thus, as opposed to current approaches to social support that assume that the provider of support determines the conditions of the provision of support, SRCE focuses on the assumption that patients play a role in establishing the need and provision of support in close relationships, which makes the process bidirectional.
The development of a scale to measure SRCE is presented in this study in addition to two mediation models that test the utility of SRCE as a mechanism that may account for social support as well as social/family well-being and distress. We hypothesized that the 10 items that constitute the SRCE scale would cohere around one dimension and, therefore, be highly internally consistent. In addition, because of the focus of the SRCE scale on maintaining close relationships, we hypothesized that it would be correlated with measures of social support and support seeking and not correlated with demographic variables. SRCE was also hypothesized to function as a mechanism that might foster maintenance or enhancement of social support. To test that hypothesis, two mediation models are proposed ( Figure 1) . In both models, SRCE is a mediator between physical debilitation and received support. The rationale for this part of the models is that physical debilitation and stress place strain on close relationships that may result in the loss of social support. SRCE is hypothesized to be a mediator, and as such, the mechanism that accounts for variability in social support in the relationship between physical debilitation and received social support. As a mediator, SRCE may The items were examined for redundancy and clarity. From the initial list, 13 remaining items were selected and modified to clarify meaning.
Each of the 13 items was paired with a Likert-type scale that ranged from 1 (not at all confident) to 9 (totally confident) in terms of the ability to perform the specific behavior in the near future. A focus group, consisting of five cancer patients (mixed diagnoses, four women, mean age 61), was conducted after participants completed the SRCE. The facilitator of the group used a cognitive interviewing approach in order to assess if the meaning intended for each item was clearly understood by the members. Based on the focus group, three items were deleted, leaving 10 items in the final SRCE scale, which was the instrument that was completed by the sample included in this study. Table 1 contains the items of the SRCE scale.
| Additional measures
Validity analyses of the SRCE scale were conducted using total scores and subscale scores from a variety of well-established measures, ). The Distress Screening Schedule 27 assesses distress (depression and anxiety) as well as functional capacity, social support, coping, and satisfaction with health care. Its factor structure has been confirmed, and based on concurrent validity data tailored to each scale, 27 it is highly valid. All of these measures were chosen based on their quality and relevance to test the validity of the SRCE scale. Specific subscales of the measures used in validity analyses are presented in Table 2 .
| Procedures
The sample was recruited via ads in newspapers in cities in Midwestern, Western, and Southern United States. In addition, support groups were contacted in those same regions, and members were offered the opportunity to participate. Participants were also recruited via the staff at a regional clinical oncology practice and a radiation service from a community hospital in a medium-sized Midwestern city. The participants who were not from the clinical oncology and radiation oncology service were sent the consent form and survey materials through the mail, which were returned in stamped envelopes provided for their convenience. Those who were patients in the clinical oncology and radiation oncology practice were recruited by research nurses, with the permission of physicians, when they had appointments for treatment services. Those patients signed the consent form and completed survey materials after their visit in a private space in the clinics.
| Data analysis plan
The data analysis of the SRCE scale was performed in four stages.
Firstly, an exploratory factor analysis (EFA) was performed to assess the factor structure of the SRCE scale. Secondly, Cronbach alpha was computed on the 10 SRCE scale items to examine reliability.
Thirdly, correlations, t tests, and ANOVAs were computed to test Exploratory factor analysis extracted one factor so no rotation was conducted.
relationships with or differences on demographic and medical variables and to compute concurrent validity coefficients. Finally, mediation models were estimated in the structural equation modeling (SEM) framework using the R package lavaan 33 and the full information maximum likelihood method to handle missing data.
3 | RESULTS
| Mean, standard deviation, skewness, and kurtosis
The overall mean for the SRCE scale was 71.67; the standard deviation was 16.36, and skewness and kurtosis were −1.18 and 1.05, respectively. Both skewness and kurtosis were close to the criterion of 1.0.
| Factor structure
The EFA yielded one factor, which accounted for 75.26% of the variance in SRCE scores. Table 1 contains the 10 items, with corresponding factor loadings, mean scores, and standard deviations. The results are presented in the order of descending factor loadings. All items had high factor loadings that indicated a very strong association with the single factor.
| Reliability
The Cronbach alpha for the 10-item SRCE was 0.965, which implies that the scale has high internal consistency. The results from the factor analysis and the reliability analysis would indicate that the items cohered closely around a one-dimensional construct.
| Demographic and medical variables
The 
| Concurrent validity
Correlations of SRCE with measures of social support, emotional distress/well-being, social well-being, and functional capacity/wellbeing were significant (Table 2) 
| Utility: Mediation analyses
There were two hypothesized SEM models for the mediation analyses, which are presented in Figure 1 along with the estimated values of the path coefficients. Table 3 contains the specification of all paths, unstandardized and standardized path coefficient estimates, standard error estimates, and P values. Based on the completeness of the results presented in Table 3 
| DISCUSSION
These preliminary results indicate that SRCE is a structurally sound, internally consistent, and valid construct. The SRCE scale has a unidimensional factor structure and strong internal consistency. Moreover, Complete specification of the paths in the mediation models presented in Figure 1 Model with the FACT Social/Family Well-Being 5 | CONCLUSIONS
| Clinical implications
The mediation models ( Figure 1 ) provide initial support for SCRE's role in the relationship between the effects of the disease and its treatments and social support as well as its direct relationship with critical outcomes. The construct of SRCE supports the results of interventions that are used to improve communication between couples where one partner may have a serious illness-like cancer. 19 It also may be the mechanism that accounts for the success of cancer support groups that focus on maintaining a close personal social network for quality of life and well-being. 35 SRCE is also compatible with optimal matching theory 16 in that SRCE may be the mechanism by which a person with cancer is able to coordinate need with provision in a bidirectional fashion to optimize the impact of social support 18 in close relationships.
| Study limitations
With respect to limitations, the data were derived from a crosssectional convenience sample. A more representative sample would help confirm the findings in the current study regarding the correlations with demographic and medical variables and the unidimensional factor structure. Also, as opposed to the current design, longitudinal analyses of SRCE over the course of cancer from diagnosis through survivorship or interventions to bolster SRCE would allow for causal and directional conclusions. Finally, the temporal stability and predictive validity of the SRCE scale need to be established.
| CONCLUSION
The current study confirmed that SRCE, which is the expectation that one can manage close personal relationships, might account for changes in both instrumental and emotional support. In addition, the results provided important insight into the direct and indirect relationship (mediated by social support) of SRCE with both social/family well-being and psychological distress. Future research could include interventions to increase SRCE with those at risk for social support loss, which may bolster social support as well as enhance quality of life.
